10-MINUTE CONSULTATION

Hearing loss in adults
Rachel Edmiston specialty core trainee year 1, ENT 1 , Caroline Mitchell general practitioner A 60 year old former steelworker mentions to his general practitioner that his family is complaining that the television is too loud.
What you should cover Hearing difficulties
Onset of symptoms: acute, chronic, fluctuating, or recurrent?
What impact is there on day to day communication (for example, hearing in groups or one to one)?
Associated ear, nose, and throat (ENT) symptoms
Vertigo: described as a sensation of dizziness likened to room spin associated with or without nausea Otorrhoea: is it purulent or clear? 
Red flags
Be aware of the red flag symptoms and signs (box 1)
What you should do Examination
Examine for external ear changes, discharge, wax, or anomalies in the tympanic membrane. If wax, discharge, or debris obscure complete visualisation of the membrane, removal of wax or aural toilet will be necessary. For impacted wax, advise the patient to use olive oil drops for one week and arrange ear canal irrigation (provided that there is no perforation of the tympanic membrane or history of mastoid surgery). Reassess after irrigation.
Look out for a retracted tympanic membrane, which often results from repeated infections and may lead to ossicle erosion, perforation, and formation of cholesteatoma. If a retracted tympanic membrane is associated with hearing loss or persistent otorrhoea refer for further assessment.
Assess hearing using the whisper test to help gauge the level of hearing loss, and perform the 512 Hz tuning fork tests (box 2). These tests are not 100% reliable 2 but are helpful to guide diagnosis.
Perform a focused cranial nerve examination to exclude a central cause. A lesion on cranial nerve VIII may also affect cranial nerves V and VII, leading to altered facial sensation, facial muscle weakness, and altered taste sensation.
Examine the head and neck for lumps and lymph nodes. 
Referral to audiology Presbycusis or noise induced hearing loss
Referral for assess and fit appointment 4 Patients aged 50-80 years with no otological disease if they would consider using hearing aids
Pointers to diagnosis of hearing loss Conductive loss (unilateral)
External auditory canal: wax or debris Perforation of tympanic membrane Marginal perforations are unsafe and associated with a high risk of cholesteatoma; traumatic perforations usually heal spontaneously (keep the ear dry); perforation owing to chronic suppurative otitis media often requires surgical repair (referral required if cholesteatoma is present (symptom: persistent otorrhoea) Middle ear effusion (tympanic membrane dull with a yellow tinge) Effusion is rare in adults; rule out sinusitis and refer for nasoendoscopy to exclude obstruction of the eustachian tube with a nasopharyngeal tumour
Conductive loss (bilateral)
Otosclerosis commonly presents with gradual deafness with or without tinnitus. The tympanic membrane may be normal.
Sensorineural loss (bilateral and gradual)
Bilateral and gradual sensorineural hearing loss is often associated with a normal tympanic membrane.
Age related presbycusis is the commonest type of sensorineural hearing loss in older adults (audiogram shows symmetrical bilateral loss at high frequencies). With a history of noise exposure consider noise induced hearing loss, which shows on an audiogram as a classic notch at around 4000 Hz.
Sensorineural loss (unilateral)
Meniere s disease presents with fluctuating hearing loss associated with episodic vertigo, tinnitus, and a sensation of pressure in the ear (aural fullness).
Always consider acoustic neuroma with unilateral sensorineural hearing loss. Commonly the hearing loss is progressive with associated tinnitus; rarely acoustic neuromas may be bilateral. 
